By G. H. POOLEY, F.R.C.S. THOSE who, like myself, have to deal with ocular troubles in a large industrial area, have always a great number of cases of dacryocystitis to deal with. The condition is more frequently met with in women than in men, in the proportion of four or five to one. A considerable number of these patients live from ten to twenty or more miles away and cannot attend regularly, It is therefore important to find some quick and efficient method of dealing with them radically. The defects we have to deal with may be classified as:-
(1) Stenosis of the puncta;
(2) stenosis of the canaliculi just before they join the sac; (3) obstruction in the sac itself without retention or regurgitation of inflammatory products; (4) obstruction with retention of inflammatory products which, on digital pressure, pass down into the nose; (5) obstruction with retention of inflammatory products which, on pressure, pass up through the puncta into the conjunctival sac.
(In all these cases the inflammation appears to be confined to the interior of the sac.) (6) In a large and far more serious group of cases the tissues round the sac become more or less acutely inflamed, in many cases there is abscess formation and death of bone, and many present large red swellings, some of which have burst externally before we see them.
(1) and (2) I do not propose to dwell upon the treatment of stenosis of the puncta or of the canaliculi, which in each case should be that of stretching; the puncta may need incision or a three-snip operation.
(3) Obstruction in the sac without regurgitation may be kept quiet without operation; if not, it can be dealt with easily.
(4) Distension of the sac, the contents of which can be squeezed down into the nose, simply requires repeated digital pressure by the patient with the use of antiseptic lotions.
(5) Distension of the sac, the contents of which regurgitate on pressure, but apparently without external inflammation, may be treated by excision of the sac after injecting it with an antiseptic dye such as methyl violet and brilliant green (as I described in the Ophthalmic Review, 1913, xxxii, pp. 325-328) . Even here a permanent drain into the middle meatus of the nose prevents epiphora.
(6) The acute suppurative cases give most trouble. For a long time I was content to incise and drain in these cases, following the drainage by fomentations until the discharge had ceased, when I excised the sac, removing also the lacrymoethmoidal cells and any dead bone; the results were fairly satisfactory, although there 'were a good many subsequent abscesses probably due to dead bone. The drawback was the length of time required before the treatment was completed; this was irksome to the patient and threw an unduly heavy strain on even a big eye department like that of the Sheffield Royal Infirmary, where I have sixty-six beds under my own control. Most of the cases that were not acute had to be placed on the waiting list, which became unduly large. I next tried incision of the inflamed sac, removal of the lacrymo-ethmoidal cells and scraping of the nasal duct; this gave fairly good results, but there were some recurrences. Some cases were free from epiphora, but in a greater number it gave trouble. This fact set me thinking, and I came to the conclusion that there was no epiphora in those cases in which a free opening had been made into the nose when removing the lacrymo-ethmoidal cells or dead bone.
About the end of 1923 I began making an opening through the sac into the middle meatus of the nose, scraping out the sac and any granulations and firmly O-Op. 2 * packing the nose with ribbon gauze, which was left in situ for three days, after which it was removed. Two fishing-gut sutures, which had been inserted at the time of operation but left unfastened, w.ere tied and the edges of the skin brought together; the operation only took about three minutes to perform, the results were satisfactory and the convalescence rapid. The patient could go home about ten days after the operation; fluid was syringed through the lower punctum into the nose on the seventh and each subsequent day till the patient went home. Quite recently I have tried a further modification of technique as follows I make a curved incision, about half an inch long, through the skin, beginning just below the tendo oculi and going right through into the sac; I make sure that the membrane which extends across from the ridge on the nasal process of the maxilla in front to the ridge on the lacrymal bone behind, and which covers the sac, is divided as far forward and as thoroughly as possible, then, taking Lang's sharp spoon and dissector I pass the dissector down the nasal duct so as to be sure of my position, and, using the spoon of the same instrument, I scrape out the epithelium and contents of the lacrymal sac and nasal duct using knife or scissors if necessary. Next I plunge the dissector into the cribriform part of the lacrymal bone and scrape out the lacrymo-ethmoidal cells. I then take a sharp gouge, four millimetres long on the cutting edge, and clear up the edges of the opening in the lacrymal bone and extend the opening upwards and inwards-to include that part of the nasal process of the maxilla behind the ridge and nearly if not quite as high as the opening of the canaliculi into the sac. The opening is about six millimetres long from above downwards by three millimetres wide. I plug this with a bundle of thick thirty-day catgut, which keeps open the aperture between the site of the sac and the middle meatus of the nose. I suture the skin with two ophthalmic fishing-gut sutures. If there is any dead bone I remove it, also any sinuses in the skin. After the operation I foment the wound in septic cases and syringe through the lower punctum on the seventh and subsequent days. The patient can usually go home on the tenth day, but the syringing should be done twice a week for three more weeks.
The operation takes from five to ten minutes. I have now performed this operation on sixty patients; in some cases on both sides. In the last eleven cases I have used catgut plugs.
The results on the whole are most encouraging, particularly since I have used a gouge and catgut plugs. I have had a few cases of recurrence of inflammatory trouble; in three cases the catgut plugs have presented and been removed through the incision, but that is not surprising considering the severe sepsis; the end results are good, namely, little deformity, little epiphora.
The ages of the patients varied from eighteen months to seventy-six years. There were two deaths, one from myocarditis during recovery from the anesthetic, the other one from septic meningitis which had commenced before operation. One must be careful to avoid injuring the nasal septum when performing the operation.
Di8cu88ion.-Mr. M. W. B. OLIVER suggested that instead of a catgut plug Mr. Pooley might try skin-grafting. Mr. Gillies had done a similar operation to Mr. Pooley's, but he used dental wax, and this was then covered with a skin-graft. He (the speaker) was not able to say whether it had proved satisfactory.
Mr. A. D. GRIFFITH said he was surprised that Mr. Pooley found he could do the operation so quickly with the gouge. He (the speaker) had found it tedious to get away the piece of maxilla. It had been easier to him since he used the Citelli punch.
Mr. J. H. FISHER said that here was a septic field in which Mr. Pooley was ready to operate, and it was necessary to operate and drain in these cases. Mr. Pooley's thorough method was to exenterate all the septic sac, and he even invaded any septic cells which might be adjacent to the sac. The nasel duct was obliterated, and there could be no inferior drainage from the granulating wound. The operator made sufficient and efficient drainage into the middle meatus by perforating the vertical plate of the lacrymal bone.
.He (Mr. Fisher) saw no chance of the operation having any effect on the epiphora, and there could be no permanent drainage through the puncta and canaliculi. The drainage Mr. Pooley provided was a temporary one for the septic wound in which he was working.
With regard to Mr. Oliver's suggestion to use a piece of wax and make a graft upon it, that seemed to be a very unlikely improvement on Mr. Pooley's method, as a graft must perish under the septic conditions to which it was exposed.
Mr. OLIVER (in reply to Mr. Fisher) said he believed it was incorrect to say that a graft would not " take " on a septic surface; one could skin-graft on a septic surface, and it would take quite well.
Mr. E. D. D. DAVIS asked whether Mr. Pooley had had experience of West's operation for these cases, and if so, what were the results he obtained. He (the speaker) had done a, great many dacryocystotomies through the nose, and the most successful were those in which there had been attacks of suppuration and dilatation of the sac. The more chronic cases, in which the canaliculi were slit up, or an external operation done, apart from excision of the sac, had been a failure. There was a possibility of a fistula between the nose and the face after Mr. Pooley's operation. Cases of dilatation of the sac of recent origin seemed to do better after West's operation.
Sir JOHN PARSONS said he thought there was some ambiguity as to what was the type of case upon which Mr. Pooley operated, e.g., whether he operated on mucocele as well as lacrymal abscess. These conditions were different, and required different modes of procedure. The mucocele did not require this type of operation at all.
He (the speaker) had been surprised to learn that the President penetrated into the. lacrymal and ethmoidal cells in every case in which he removed the sac. He himself had not done it except where there seemed to be some definite necrosis of the bone, setting up a. condition which was different from the ordinary mucocele due to obstruction of the duct. In the ordinary way one cleared out the upper part of the duct with a sharp spoon, without interference with the bone other than at the upper part of the duct, and this procedure gave good results. The excretory channels having been obliterated, one must expect these patients to have epiphora on abnormal stimulation of the conjunctiva by wind, &c., afterwards, and in emotional states. Most of the intranasal operations seemed to be unsatisfactory. The object of West's operation was to establish a communication between the interior of the sac. and the nose. In many of the cases the opening rapidly closed up, and the patient was no better off than before. Toti's operation seemed to have given better results. But in one case in which the operation was done the patient had a good communication with the nose, and the general result was expected to be good, but she still complained of much discomfort. The result of the removal of the sac in cases of mucocele was much better.
With regard to lacrymal abscess, if Mr. Pooley's operation was intended to cut short the treatment of lacrymal abscess it stood on a better foundation when time was an important factor. He (the speaker) found no fault with the ordinary procedure of opening the abscess, packing it to the bottom and then leaving it for a considerable time before doing anything else, even if there was a fistula. The pathology of the cases of lacrymal abscess was different from that of mucocele, for in the case of mucocele the trouble was confined to the interior of the sac, whilst in lacrymal abscess there was a cellulitis, and if one interfered by operation, without providing good drainage, the result was unsatisfactory. Mr. Pooley had introduced a method of getting good drainage into the nose, but it appeared to be a somiewhat risky procedure. If one was not overwhelmed with cases it was better to take some time over the matter, and, when the inflammation had subsided, use the fistula as a guide to the source of the trouble, namely, the remnants of the sac which were left at the bottom. He doubted whether in many cases the lacrymal trouble was combined with ethmoiditis.
Mr. R. AFFLECK GREEVES said he would have thought that an opening into the nose was to be avoided rather than otherwise. He had seen two cases in which, after making such an opening, there was a general infection of the ethmoid cells, which resulted in a chronic fistula. This,was not put right until the whole ethmoidal area was cleared out.
Mr. POOLEY (in reply) said that his experience of operative work during the war had decided him against the use of dental wax; this blocked up the wound and was not pervious, so that drainage could not be carried on through it. With regard to the operation by means of the gouge, as opposed to other instruments, though, as he had said, he had sixty-six beds for eye cases under his care, he was still getting more patients than he could deal with; they allowed these conditions to reach a late stage before seeking advice; instead of coming when they had a mucocele, they waited until an acute abscess had developed.
He agreed with Mr. Fisher's remarks. He did not care about burying skin, particularly in septic cases. In many cases without subsequent epiphora he thought that epithelium did grow into the opening made, so that fluid got from the canaliculi into the nose. In some of the cases, when syringing a long time after operation, the silver needle would pass quite freely into the cavity of the nose; therefore there must be a permanent opening. He could not say how many years that opening would last, but his syringing and after-treatment was undertaken with the object of establishing it as early as possible. He used a bundle of coarse catgut in order that fluid should drain into the nose between the strands of catgut; the catgut should stay there some time, to give a chance for a lining to form before it was absorbed. More would be known of the results at a later date, and every effort would be made to improve the technique. He was impelled to read this communication now, because the method saved much of the operator's time and was economical from the hospital standpoint. Where one could excise a mucocele, the junction of the canaliculi with the sac, or part of the canaliculi with the sac, and, in a clean case, suture the skin, the result was excellent, with no very tiresome epiphora. Probably the lacrymal gland did not secrete more tears than necessary, except in a strong wind or under dusty conditions. In those cases he thought the excision of the mucocele gave very good results. The question was whether there were not some cases near the border-line-cases of mucocele which were about to become externally inflamed, and in which to make an opening into the nose might be an advantage. He had not been able to discover whether epithelium grew from the canaliculi into the lining.
With regard to West's operation, an able rhinologist had done this operation many times in Sheffield. He (the speaker) understood that the operation, even in the most skilled hands, was a rather tedious one, and in less skilled hands there seemed to have been a somewhat high mortality, from pneumonia, &c. If the operation he advised were done from the outside, through a small oblique incision. no deformity resulted, and the condition could be dealt with more easily and thoroughly than through the nose.
With regard to the occurrence of a fistula between the nose and the face, in these cases if one took away the edges of any sinuses which existed they usually healed, and he had not so far had'a single case of fistula as an after-result.
He had wondered in how many cases the trouble began in the sac, and in how many it commenced behind the sac, in the bone, or in the lacrymal-ethmoidal cells. On the whole, his conclusion was that there were more cases of trouble in the bone than he at first thought, and in many probably some dead bone was the fon8 et origo of the trouble.
The old method of dealing with these cases, from an external incision and packing them to the bottom, was slow, and caused more scarring than his (the speaker's) present method. One must be thorough as well as quick; sometimes he had completed an operation on a double sac in five minutes.
With regard to an opening into the nose being left, and causing ethmoiditis, if a small and incomplete opening was made there might possibly be something of the sort, but if the edges were clean cut to give a large opening he did not think this would happen; he had never seen anything like it.
The Safety Limits of the Jullundur Operation for the Intracapsular Extraction of Cataract.
By MONTAGU HARSTON, M.D. (Hong Kong).
WHEN Colonel Smith, I.M.S., of Jullundur, first introduced his operation to ophthalmological surgeons everyone was impressed both by the beauty of the operation and by the skill and ingenuity of its originator. When successfully performed it constitutes one of the most brilliant operations of surgery. It naturally followed therefore that he had imitators of the method who have not always acknowledged its original source. Filled with enthusiasm, I immediately proceeded to perform the operation in cases of cataract occurring in Chinese in Hong Kong; many of these patients had journeyed from the interior of China or had come down from the city of Canton.
